Psychiatric disorder may precipitate increased concern about bowel symptoms, and consequent attendance at the gastroenterology clinic, of those with chronic mild symptoms. In this case it is illness behaviour, rather than abdominal symptoms, that is caused by the anxiety/depression. (3) Those with chronic neurotic symptoms as part of their personality must be screened for organic disease if they have a fresh onset of bowel symptoms; but they are at high risk of becoming persistent clinic attenders. Further research is needed to clarify when psychological abnormalities play a role in the aetiology of IBS and when they are coincidental, but lead to illness behaviour. The role of psychological factors in the aetiology of the irritable bowel syndrome (IBS) is far from clear, but a review of the literature suggests that some consistent patterns are emerging in spite of methodological problems.
There have been three major defects with studies that have linked IBS with neurotic symptomatology.' First, the measurement of psychological factors has generally been imprecise. Second, most studies have considered IBS patients as a single group, without making allowance for differing symptom patterns. Third, conclusions have been drawn about hospital samples and extrapolated to all IBS subjects, without taking account of factors which affect consulting behaviour. Most studies have been concerned with psychological factors so these will be considered in most detail.
Psychological factors
In their classic study Chaudhury and Truelove' identified psychological factors which appeared to influence the onset or exacerbation of IBS in over 80% of their 130 cases. These were equally common in the spastic colon and painless diarrhoea types of the disorder, but were more common in women.
The More recently, another standardised instrument, the Di-Beck inventory, has been used to detect depression in a group of surgical out patients with abdominal disorder.7 The cutoff point for depression used in this study, however, was too low: 5 instead of 14.' This gave the prevalence of depression among IBS subjects as 68%, when the more usual cutoff point of 14 would have provided a lower and more realistic figure.
Interpretation offindings
The increased prevalence of psychiatric illness among IBS patients, compared with a control group allows no firm conclusion about causality; the timing of onset of symptoms is important. Young et al,5 used the Feighner criteria, which diagnose hysteria on the basis of many symptoms before the age of 30, whereas the average age of their sample was 44 years. Closer examination of the results indicates that of the 23 patients with 'psychiatric illness', 17 had psychiatric symptoms before the onset of gastrointestinal symptoms, (often many years before) and in only four subjects did the psychiatric illness and IBS occur simultaneously. So there may be no direct relationship between the psychiatric and gastrointestinal symptoms. The high prevalence of psychiatric symptoms in this study has often been wrongly quoted as evidence that psycholological factors are important in the aetiology of IBS. This could only reasonably be claimed for four of the 23 patients in Young's study.
Selection ofsubjects
One strength of Young's study was the selection of IBS subjects. These were consecutive attenders at an outpatient clinic. By contrast Latimer et al used patients specially referred for a motility study. These IBS patients turned out to be even more psychologically disturbed than a control group of psychiatric outpatients, which strongly suggests that a selected group of patients were being referred.
Kingham and Dawson"' used a systematic measure of depression (Hamilton rating scale) in 22 patients with functional bowel disorder, whose pain was reproduced by balloon distension in the gut. These patients had severe symptoms; they had been seen by a total of 79 consultants and undergone 38 abdominal operations, which had been unsuccessful in relieving the pain. Four were rated as severe cases of depression, six moderate and four mild, an overall prevalence of depression of 64%. This figure is higher than other studies that used a sound methodology, probably reflecting the chronic and severe bowel complaints (Table) .
The clear description of the method of selection in this study contrasts with that of most other studies; it indicates that these patients were mostly secondary or tertiary referrals and the prevalence of psychiatric illness might reflect this fact. It is necessary to emphasise that the results of studies involving selected patients, cannot be generalised to IBS patients as a whole.
Use of a control sample The study by Kingham and Dawson would have been strengthened by the use of a comparison group of patients with chronic bowel symptoms of organic aetiology. In fact, many of the studies purporting to demonstrate the relationship between psychological disorder and IBS have not used a control group.34`1 Of those using a control group, Hislop'3 used attenders at a There has been one additional study with sound methodology that reached the opposite conclusion,"' namely that psychiatric disorder was more common in patients with organic gastrointestinal illness, than those with functional gastrointestinal illness. The numbers were very small in this study and the results are in conflict with the others which have used reliable measures (Table) . We can conclude that the prevalence of psychiatric disorder in most clinic populations of IBS patients is 40-50%0. The questions that most readily identify these patients are listed in Appendix B, which also indicates the different types of instrument available for detecting psychiatric disorder (Appendix A).
PERSONAl IIY MEASURES
Very few studies have adequately considered the role personality may play in the development of bowel symptoms, but there are two studies,'7 '" which used samples of adequate size, and where the method of selection is quoted. Both used the Eysenck Personality Inventory (EPI).
Palmer and colleagues'7 assessed 41 IBS patients. The groups means showed that the IBS subjects were significantly more neurotic and less extroverted than the established normative data but significantly less neurotic and more extroverted than psychiatric outpatients. Esler and Goulston'8 found that only diarrhoea predominant IBS subjects had neuroticism scores on the EPI significantly higher than control subjects with ulcerative colitis and general medical patients.
The scores quoted in these two studies are group means, however, and if the standard deviations are examined, there is much overlap between the IBS population, the organic groups and healthy controls. (Fig. 1) .
In addition to measuring personality, both sets of authors also used a measure of anxiety. Esler and Goulston specifically remarked that even some of the diarrhoea predominant IBS subjects had anxiety scores well within the normal range. This suggests that IBS patients are not a homogeneous group, but include some people who are as neurotic as psychiatric patients, and others who are as free of neurosis as healthy controls.
Raised neuroticism scores on the EPI may result from prolonged physical or psychiatric illness, so the results of studies using personality measures alone are ambiguous. In fact the results of these two studies may be interpreted as indicating that a proportion of IBS subjects have frank anxiety states, while others are not at all anxious.
For this reason, research in psychosomatics has moved away from reliance on personality measures as a sole source of information. The two studies Palmer et al (1974) Eslerand Goulston (1973) Thompson has suggested that psychiatric disorder should be measured separately in those with the different types of the disorder, namely constipation predominant and diarrhoea predominant.' One study already mentioned"s showed that it was only those patients with the diarrhoea predominant type of disorder who showed a rise in catecholamines and were more neurotic in personality than general medical controls but this study used small numbers of subjects.
Whitehead et al' also used a small number of subjects but found no difference on psychological testing, (using the self-administered Hopkins symptom check list), between the diarrhoea and constipation predominant IBS patients.
The 48 patients studied by Lancaster-Smith et al-" showed no significant difference in symptom pattern at the start of a treatment study between those with high scores on the GHO, (probable psychiatric cases), and the remainder. But at the end of the study those with psychiatric symptoms showed significantly more diarrhoea and abdominal pain but no difference in constipation.
It is possible that those IBS patients with diarrhoea have more anxiety than those with predominant constipation, but this requires further study with larger numbers of patients, especially as diarrhoea is a well recognised symptom of anxiety states and constipation of depressive illness.
RECENT VERSUS CHRONIC SYMPTOMS
Most studies poorly describe the duration of bowel symptoms, but it is likely that the majority of IBS patients attending hospital clinics have long standing disturbance of bowel function."" It has been repeatedly suggested that when neurotic symptoms occur, they do so as a consequence of chronic bowel disturbance. Three pieces of evidence suggest this cannot always be the case, however. First, patients with longstanding bowel disturbance of organic cause show less neuroticism than those with functional bowel disorder. Second, some patients have developed psychiatric symptoms before the onset of bowel symptoms."5'4 Third, the majority of studies show no correlation between severity or duration of bowel symptoms and neurotic symptomatology. "' '29 3 Thus there may be three groups of lBS subjects; those who are neurotic from the outset, those who become increasingly neurotic with years of disturbed bowel function, and those who have never been neurotic. Longitudinal studies of patients with early IBS are needed to clarify the proportions in each of these groups, as comparison of those with early and very long standing symptoms does not indicate whether neuroticism among the latter antedated the bowel symptoms or followed years of bowel dysfunction. It has been suggested,'7 that it is neurosis rather than bowel symptoms which bring the IBS patient to the doctor, but this cannot account for those who are not neurotic.
Factors that affect consulting behaviour
Most studies of IBS subjects have been carried out on patients attending medical outpatient clinics. There are, however, many patients with IBS who are only treated by general practitioners or who never consult a doctor at all.3' The typical syndrome pattern of IBS has been recorded in about 13% of apparently healthy British individuals most of whom have not sought treatment for it. One study has found no difference in anxiety levels (according to a self report scale) between such people in the community and clinic attenders with IBS;32 but this result must be treated with caution because the clinic attenders of this study had lower anxiety scores than those of most other studies.
It has been assumed that patients with more severe forms of IBS are seen in hospital outpatient clinics whereas patients with relatively mild symptoms remain untreated in the community. But there is only one study which has shown that this is the case"3 and this aspect requires confirmation. In addition to assessment of symptom severity this study did attempt to measure the tendency for people in the community to complain about, and seek treatment for, symptoms in general. They found that compared with nonconsulters, those patients with bowel dysfunction who consulted a doctor were also more likely to consult for non-GI symptoms. The increased rate of consultation remained even, however, when the number of symptoms was controlled, indicating a separate dimension of consulting behaviour.
A telephone study,34 whose results should be treated with caution, suggested that those who complained of the symptoms of IBS were more likely than those who had a peptic ulcer to report many colds and other minor illnesses, to regard these as worse than those suffered by other people and to seek treatment more frequently from doctors. Such 'illness behaviour' is increasingly being recognised among persistent hospital clinic attenders, notably those at a pain clinic. 35 Among IBS patients illness behaviour is likely to be least apparent among those who consult a GP only, and greatest among persistent hospital attenders, such as those studied by Kingham and Dawson."' There are two aspects of abnormal illness behaviour; one is the reporting of many symptoms when asked (even over the telephone), the other is the frequent attendance at a doctor for treatment. It is easy to see how persistent requests for help with the symptoms of IBS might lead, (a) to referral to a hospital clinic, and (b) to chronic attendance at that clinic.
Although it is desirable to measure symptom severity separately from illness behaviour, this is very difficult as the doctor has to rely on the patient's self report of severity of bowel symptoms. Two recent studies have shown that patients with functional abdominal pain record high scores on an illness behaviour questionnaire.3637 High scores on this questionnaire are also recorded by those with depression, however,38 and it may be that the excessive demands made upon doctors by certain patients with IBS reflects underlying depressive illness.
In summary there may be several factors that distinguish attenders from non-attenders: (i) more severe bowel symptoms; (ii) presence of anxiety/ depression; (iii) illness behaviour.
Because severity of bowel symptoms relies on self report by the patient this may be influenced by the patient's mental state (increased anxiety leading to report of worse symptoms). Similarly other aspects of illness behaviour, as measured by the illness behaviour questionnaire, are increased by the presence of depression. So it is a logical next step to consider those with and without anxiety/depression separately. When this was done among clinic attenders it was found that the tendency to report certain symptoms was as great among those with psychiatric disorder as the remainder, but the former had more complaints of pain." It is necessary now to establish whether the prevalence of anxiety/depression is greater among clinic attenders than non-attenders and whether this is true even when bowel symptom severity is controlled.
Conclusion
There are few studies of psychological factors and IBS which satisfy the criteria outlined in this review. Those studies which have done so indicate that psychiatric illness, as defined by research criteria, occurs in approximately 500/% of clinic attenders. The importance of detection of such psychiatric illness has both theoretical and practical implications.
Theories regarding the relationship between IBS and psychological disturbance can only be properly tested once an attempt is made to standardise the abdominal symptomatology of IBS in the same way as psychiatric symptoms have been individually rated in research interview schedules. Patients can then be subdivided into less heterogeneous groups, first in terms of the predominant bowel symptoms and second according to the presence or absence of psychiatric illness. These would then need to be studied independent of clinic attendance.
Greater attention also needs to be paid to the time relationship between abdominal and psychiatric symptoms. If they occurred simultaneously it may be that psychiatric illness plays a major part in the aetiology of the bowel symptoms and treatment of the psychiatric illness would lead to resolution of the bowel symptoms. If the bowel symptoms have been present for many years and the psychiatric disorder is recent, the latter may be responsible for the clinic attendance -that is, illness behaviour, rather than the bowel symptoms themselves. If the psychiatric disorder was present first and the bowel symptoms occurred much later, there may be two independent disorders and the bowel symptoms require thorough investigation to avoid missing physical disease, even though the patient appears 'neurotic'.
The practical importance of detection and treatment of psychiatric illness among IBS patients by the gastroenterologist is therefore threefold: (a) Untreated anxiety/depression impairs the response to conventional treatment,'4 " whereas in some patients psychiatric treatment might improve the symptoms; (b) Persistent clinic attendance may be perpetuated by the presence of psychiatric disorder rather than severe bowel disorder-such patients 'never get better'. Treatment aimed at the illness behaviour rather than the bowel symptomatology, should be tried; (c) It cannot be assumed that the 'neurotic' patient does not have organic disease, but many papers suggest that the gastroenterologist should not overinvestigate patients with IBS. The only way out of this apparent dilemma is to elucidate the date of onset of psychiatric and bowel symptoms separately.
Greater recognition of definite psychiatric disorder among patients with IBS will be the first step in clarifying its role in the aetiology of the syndrome. bowel syndrome. 
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